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ATT 2.6-A, SUPPLEMENT 6 OR ATTACHMENT IFAPPLICABLE 2.6-A, 

SUPPLEMENT 6 
10. SUBJECT OF AMENDMENT: 
REPLACESSUPPLEMENT 6 TO ATTACHMENT 2.6A,  STANDARDS FOR OPTIONAL STATE SUPPLEMENTARY PAYMENTS 

1 1 .  GOVERNOR'S REVIEW (Check One):
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COMMISSIONER, DEPT. OF HUMAN SERVICES 
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Eugene Gessow 
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Auausta. ME 04333-0011 
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